Acute gastric volvulus is a life-threatening condition associated with abnormalities of the stomach, surrounding viscera or spatial anatomy such as hiatus hernia (Millar et al, 1991) . Our report of gastric volvulus highlights an aetiological association with severe secondary kyphoscoliosis. As cerebral palsy is the commonest cause of physical disability in paediatric patients, with high survival rates into adulthood (Hutton et al, 2000) , it is essential that practitioners are aware of the potential complication, particularly given diagnostic difficulties in the presence ofcomplex disabilities. CASEREPORT An 18-year old male with mixed dystonic/spastic cerebral palsy, associated kyphoscoliosis, epilepsy treated with gabapentin, clonazepam and phenytoin, and oesophageal reflux treated with omeprazole, fed orally, presented to his local District General Hospital with twelve hours of laboured breathing, retching and hiccups. On admission he was shocked with a tender distended abdomen and tinkling bowel sounds. Severe kyphoscoliosis with distortion of anatomical landmarks made interpretation of his abdominal radiograph difficult. (Figure 1 ) A grossly distended gas filled viscus was interpreted as stomach and his condition improved with nasogastric (NG) aspiration of 1.5 litres of bilefree fluid. Laboratory investigations included normal glucose, electrolytes and amylase, with a mildly elevated urea. Blood and urine cultures were negative. The initial adult surgical opinion was acute gastric distension secondary to chronic duodenal ulceration or small bowel obstruction, and barium studies followed by oesophagogastroduodenoscopy (OGD) were recommended. Pharmacy advice concluded that none of his drugs were aetiological factors. Barium studies revealed a normal duodenal cap with normal gastric emptying and movement of contrast. Feeds were restarted but acute obstruction recurred on day 9. OGD was performed on day 12. The adult Gastric Volvulus complicating Cerebral Palsy with Kyphoscoliosis gastroenterologist reported mild inflammation in the lower oesophagus and a normal stomach. When obstruction recurred on day 14 the telephone opinions of a paediatric surgeon and paediatric gastroenterologist were sought. These opinions, subsequently reinforced by the surgeon' s clinical assessment, were that intermittent gastric volvulus was probable. Given the surgical risk, difficulty in establishing the diagnosis definitively, and the presence of deteriorating nutritional status, a palliative approach to management was agreed with the family. A therapeutic trial of gastrostomy tube insertion with the dual aims of providing a means of intermittent stomach deflation and stomach fixation by anchoring the stomach to the abdominal wall was proposed to overcome the presumed predisposition for volvulus recurrence. On day 27 a percutaneous endoscopic gastrostomy (PEG) tube was inserted under general anaesthetic without complication. At endoscopy the pylorus was noted to be cephalad consistent with increased stomach mobility. PEG feeding was introduced without complication and two years on, with no further episodes of gastric dilatation his family report a good quality of life.
DISCUSSION
Gastric volvulus is an abnormal rotation of the stomach about itself, either around a line between the pylorus and the oesophagogastric junctionorganoaxial -or around the stomach' s transverse axis -mesenteroaxial (Barr, 1994 (Cole and Dickinson, 1971 ), these signs are not always present and may be difficult to interpret especially in those with profound handicap. Typically erect abdominal X-ray reveals a grossly dilated stomach with double fluid levels in the fundus and antrum, or a single air bubble with no additional bowel gas (Andiran et al, 1995) .
However, classical appearances may not be present with disturbed premorbid anatomy. Diagnostic difficulty was further compounded in this case by the intermittent nature ofthe recurrent presentation and unfamiliarity with the problem presenting in a profoundly disabled patient. Normally definitive management includes surgical derotation and internal fixation. While the non-operative mortality of gastric volvulus is high, the risk of a major surgical procedure was unacceptable in our patient with his general debility. Cameron and Blair (1993) have reported a case of a neurologically impaired child with intermittent gastric volvulus managed with percutaneous gastropexy under combined laparoscopic and gastroscopic guidance while Tsang et al (1998) have described endoscopic PEG tube insertion to fix the stomach and provide a means of decompression in debilitated elderly patients. After consultation with the family of our patient PEG tube insertion was considered an acceptable option for a therapeutic trial. There are important reasons to report this case. With increased survival of children with severe cerebral palsy into adulthood there is a need to heighten awareness of this potentially fatal complication arising in association with severe postural deformity. Further, where the patient's physical condition precludes definitive surgical management, the palliative option of PEG tube insertion offers a potentially life-saving option with the prospect of at least short term enhancement of quality of remaining life.
